The idea of recovery originally had its roots in the psychiatric survivor movement. Yet while this movement has had empowerment and resistance to the dominance of psychiatry as its main goals, the concept of recovery has since shifted in recent years. This has led to vigorous discussion about the usefulness of the concept, and about its uses in the context of the increasing authority of biomedicalism and neoliberal policy regimes (Jacobson, Farah & The Toronto recovery and Cultural Diversity Community of Practice, 2010; Mental Health "recovery" Study working Group, 2009; Morrow, wasik, Cohen, & Perry, 2009; Morrow, in press; Poole, 2001; rossiter & Morrow, 2009 ). Thus, a Canadian debate is emerging that is concerned with the ways in which recovery has become distanced from its roots in psychiatric survivor activism, and its role in an evolving mental health system is being questioned (Poole, 2011) .
In our view, central to any discussion about recovery must be recognition of the profound discrimination faced by people who have been psychiatrized, and the connections between recovery and the social and structural barriers that shape, facilitate or impede recovery. These social and structural aspects are articulated and enacted through a number of dimensions of power such as biomedicalism, racialization, sanism 2 , sexism, ageism, heterosexism, etc., calling out for an intersectional social justice analysis of recovery. That is, an analysis that foregrounds an understanding of power as it is distributed in the mental health care system, and the accompanying interlocking forms of oppression through which it operates (Burman, 2004; Burman & Chantler, 2003; LeFrancois, 2011; rossiter & Morrow, 2011) .
In this paper we set out the context in which experiences of mental distress occur with an emphasis on the contributions of social and structural factors and then make a case for the use of intersectionality as an analytic and methodological framework for understanding these factors. Intersectionality is a theory which can be used to examine the ways in which various social and cultural categories (such as race, sex, class, etc.) intertwine, as well as the relationships between them (Crenshaw, 1991; Knudsen, 2006) . Thus, it is a powerful tool for exploring the various social, political and economic processes through which people experience oppression and privilege (Hankivsky, 2011) .
we then turn to the political urgency for taking up the concept of recovery and argue for the importance of research and practice that addresses professional domination of the field, and that promotes ongoing engagement and dialogue about recovery as both a personal and social experience. To this end, we describe a unique project that sought to deepen our understanding of how recovery is being thought about and applied in the current context of mental health care in Vancouver, BC, with a specific focus on how, and whether, people are taking up and addressing dimensions of power that we see as critical to the operationalization of recovery within a social justice framework. Emerging from our research and discussion is a set of critical questions about whether or not the political moment in Canada with respect to re-invigorating recovery should be embraced, versus a rejection of the concept of recovery as too limiting in its scope and too vulnerable to professional co-optation. In this respect, our work highlights a number of key issues, such as: Given the dominance of the biomedical paradigm in mental health and the focus of resources on acute and psychiatric care, how can the social and structural barriers faced by psychiatrized individuals be addressed in recovery? If the participation of people with lived experience in mental health system reform, as advocates and peer support workers, is one of the cornerstones of a recovery-oriented system, what does it mean when peers face ongoing discrimination and become co-opted by professionalism? Finally, but perhaps most significantly, drawing on our research participants' call for a social justice framework in mental health, we consider the components of an intersectional social justice framework and the possibilities this has to offer vis-à-vis recovery and a transformed mental health care system.
Mental Health and Social and Structural Inequities
Experiences of mental illness and distress, regardless of their origins, take place in a social, cultural and historical context (e.g., Hacking, 2002; Porter, 2002) which includes environments of discrimination that are structured through legal, medical and psychological practices and policies. These practices and policies play out in distinct ways for different groups within society. There are now substantive bodies of literature which illustrate the ways in which the practices of psychiatry have served historically to pathologize some groups of people (e.g., women, racialized peoples, people living in poverty) over others (Baker & Bell, 1999; Caplan, 1995; Caplan & Cosgrove, 2004; Metzl, 2009; Van os, Kenis, & rutten, 2010) . This has resulted in, for example, psychiatric diagnoses being disproportionately applied to certain groups (e.g., schizophrenia to black men) and the psychiatrization of women's normal life experiences such as the post partum period and menopause (Metzl, 2009; Ussher, 1991; .
researchers have further documented the effects of social inequities such as homelessness, racism, colonialism and poverty on mental health, both with respect to exacerbating existing distress and/or creating distress (Boyer, Ku, & Shakir, 1997; Kirmayer, Brass, & Tait., 2001; Mental Health Commission of Canada, 2009) . Furthering the literature on stigma against people diagnosed with "mental illness" is a burgeoning scholarship which argues that diagnoses and labels of mental illness themselves constitute a form of inequity. This is referred to as "sanism," (Birnbaum, 2010; Fabris, 2011; Ingram, 2011; Perlin, 2000) or in LeFrancois's (2011) terms, "psychiatrization," which she sees as the practice, or result, of sanism. Sanism and psychiatrization are thus used to understand the discrimination against people diagnosed with mental illness, but also go further in their aim to unsettle assumptions about rationality, normality and madness.
Finally, more medically oriented literature has made the argument that certain groups in society are more vulnerable to mental illness and are thus at risk of not receiving services and supports (Patterson, Somers, McKintosh, Shiell, & Frankish, 2008 ; Standing Senate Committee on Social Affairs, Science and Technology, 2009) . Taken together, these varied ways in which social and structural inequities in mental health operate tell us something about the ways in which power is distributed in the mental health system. Chief among these forms of power is biomedicalism and the pharmaceutical industry, which when coupled with the dramatic erosion of the social welfare system in Canada over the past 15 years, has led to a system that rations resources based on diagnosis and severity of symptoms, and responds primarily through medication and medication management over and above social supports and responses. Biomedicalism also operates discursively within society to ensure that the dominant way of understanding distress is through the lens of neurobiology, eclipsing all other possible frameworks and approaches. we counter this trend with a call towards applying the analytic lens of intersectionality to the study of and amelioration of social and structural inequities in mental health. Intersectionality involves the examination of the social, political and economic processes through which oppression and privilege are experienced by individuals (e.g., LeFrancois, 2011; rossiter & Morrow, 2011) . As asserted by many, we see intersectionality as necessarily coupled with a social justice framework, which understands social and health inequities to be about differential access to power and resources (BurgessProctor, 2006; Collins, 1990; Hankivsky, & Cormier, 2009) .
Although in recent years mental health has gained a profile on the national policy agenda, the social and structural aspects of mental health continue to be marginalized as do the voices of people with lived experience of mental distress, especially those that challenge psychiatry. It is in this context that recovery is being re-invigorated and to which we turn to next.
Recovery as Political Exigency
recovery as a concept and as a framework for guiding the mental health care system is currently being re-imagined and re-animated in the Canadian context. Following several decades of focus on health reform, Canada as a nation has only recently turned its attention to mental health with a focus on scrutinizing the existing mental health service system (see Kirby, 2006) , the outcome of which has been the establishment of a Mental Health Commission which had a mandate to develop a national framework and strategy for mental health (Mental Health Commission of Canada, 2009) . The establishment of a recovery-oriented mental health system is the cornerstone of the strategy, which was released in the Spring of 2012 (Mental Health Commission of Canada, 2012). Thus, recovery as a concept and as a guiding framework for mental health care must be addressed with some urgency as policy decision makers and mental health planners and providers are primed to integrate recovery into the mental health care system and/or re-invigorate existing recovery-oriented programming and practice. recovery has been conceptualized in a myriad of ways but in general the literature and discussion of recovery falls into three camps: that which emphasizes recovery as a personal journey; that which addresses the social aspects of recovery; and that which rejects the concept of recovery outright for its contribution to both sanism and the process of psychiatrization. The first camp has dominated the conceptualizations and practice of recovery in the mental health care system and too easily plays into purely biomedical understandings of mental illness (Morrow, in press ). That said there is an emergent discussion of recovery in the context of rights, anti-oppressive practice and intersectionality, all of which have social justice as their goals. on the issue of rights there is a long tradition within psychiatric survivor activism of identifying the ways in which the rights of individuals and psychiatrized people as a group have been breached (Fabris, 2011) . Some of this work has been integrated into discussions about recovery (Mental Health "recovery" Study working Group, 2009; repper, 2011) . repper, for example, writing in the UK context looks at recovery and social inclusion using a civil rights frame, and focuses on the idea that everyone-including those deemed "mentally ill"-have the right to determine the course of their own lives, regardless of whether or not they are regarded to possess insight (2011).
Another promising approach is that which is emerging from intersectionality frameworks and anti-oppressive practice. Although these approaches have not been widely adopted within the mental health system (rossiter & van Mens-Verhulst & radtke, 2008) there is some evidence to suggest that they could be applied to discussions of recovery (Burman, 2004; Poole, 2011; rossiter & Morrow, 2011; van Mens-Verhulst & radtke, 2008) . Anti-oppressive practice bears much in common with intersectionality approaches but it emerges from social work and is focused primarily on how to engage with social and structural inequities in practice from the perspective of providers (Poole, 2011) ; it may or may not operationalize an intersectional framework. Like intersectionality, however, anti-oppressive practice recognizes the role of structural and systemic barriers in differentially shaping the lives of groups and individuals. Missing, however, from both frameworks is an explicit recognition of sanism as a form of oppression, that is, the valuing of rational thinking and socially acceptable forms of behavior, and the subsequent ostracization and/or punishment of people who do not or cannot conform. Some argue that sanism must be seen as a form of oppression akin to that of sexism or racism (Ingram, 2011; LeFrancois, 2011) , however, more analytic work is required to think through the varied ways in which sanism systematically oppresses people.
In the Canadian context, with some exceptions, (Jacobson, Farah, & The Toronto recovery and Cultural Diversity Community of Practice, 2010; Mental Health "recovery" Study working Group, 2009) the research literature has not substantively investigated what people with lived experience of psychiatrization have to say about recovery and its meaning vis-à-vis their lives and connections to the mental health care system. Further, recovery as a paradigm for mental health care system transformation has only recently begun to be discussed and empirically investigated (O'Hagan, 2004; Morrow, Pederson, Smith, Josewski, Jamer, & Battersby, 2010; Myers, 2010; Piat & Subetti, 2009 ) and questions remain as to whether recovery is the best conceptual framework for system change. The research we present next constitutes an attempt to begin to redress these gaps and further the dialogue on recovery as it is occurring in contemporary mental health practice.
The Research
our project began with the formation of a research team that included people who identified as having had lived experience of mental distress and use of the mental health care system; health policy decision makers in our local health authority; service providers; and academics, all of whom had an interest in exploring social inequities in mental health recovery . The collaborative research team was intentionally sought to help build connections between people differently positioned in relation to the mental health care system, with the idea that this would generate beneficial discussions as well as useable research outcomes. The purpose of the study was to explore conceptualizations of recovery in the mental health field that addressed social and structural inequities in mental health, with a particular interest in foregrounding people's lived experiences of mental health issues and system use. The study involved a scoping review of the literature (Arksey & O'Malley, 2005) , a World Café (Brown & Isaacs, 2005) , and creative knowledge exchange.
Scoping review methodology, "aim (s) to map rapidly the key concepts underpinning a research area and the main sources and types of evidence available, and can be undertaken as stand-alone projects in their own right, especially where an area is complex or has not been reviewed comprehensively before" (Mays, roberts, & Popay, 2001, p. 194) . A scoping review of mental health and other relevant literatures was conducted in order to identify current definitions, models, and conceptualizations of recovery and to explore recovery in its intersections with social inequities (weisser, .
World Café methodology involves concurrent round table discussions which are focused around a set of questions of relevance to the issue being explored. Brown & Isaacs (2005) refer to this approach as "conversations that matter," in part because it allows for multi-layered discussions which build upon one another, and fosters the expression of multiple perspectives and kinds of knowledge (in this case personal, professional, academic).
Our World Café was structured around four discussion questions, each relating to different aspects of the team's interest in mental health and social inequities . The questions evolved out of dialogue among the research team members, over a number of meetings and included: 1) what are some of the social and structural barriers that impact people's mental health recovery?; 2) What are the strengths and weaknesses of current mental health recovery models with respect to addressing social and structural inequities?; 3) what would components of a recovery model look like that integrated social and structural inequities and how would we get there?; 4) How can people's experiences with mental health issues inform the development and practice of recovery? what would it take to support and implement this model?
The World Café participants included twenty four mental health and social service front line workers; mental health and addictions managers; policy makers; people with lived experience of mental distress; family members; and community leaders engaged in mental health work. Although many participants wore several hats (such as service user and service provider, family member and policy maker, etc.), about half of the participants identified as having lived experience, and about half were service providers, managers, or policy actors in the mental health field. Throughout the World Café participants moved from table to table, not as a group but in different formations each time, to ensure that everyone attending would come into contact with each other at some stage of the process. Each discussion table had a facilitator and a note taker who recorded and tracked the emerging conversations. The notes from the World Café were organized thematically and then analyzed in order to begin to identify some of the key components of a mental health care system that would be informed by multiple perspectives and would be responsive to social and structural inequities.
The last stage of the project involved creative knowledge exchange through the development of a series of four skits illustrating each of the four topics mentioned above. The skits were linked with some analysis, quotes from the World Café, and a discussion of the findings for presentations to relevant audiences (Morrow, Jamer, weisser, willow, & omura, 2011a; Morrow, Jamer, weisser, willow, & omura, 2011b; Morrow, Jamer, weisser, willow, omura, & Ingram, 2011) .
The four skits were respectively titled, "revolving Door," "The Multiple Meanings of recovery," "round Peg, Square Hole" and "Medical Model." Each skit highlighted an aspect of the current mental health care system in BC to which practitioners and service users could relate. For example, the "revolving Door" skit shows how the system is currently crisis oriented and the ways in which services (both psychiatric and social ) are tied to psychiatric diagnosis and level of severity, which acts as a disincentive towards recovery for some service users for fear that getting better will mean losing housing, disability benefits or other valuable supports. "Round Peg, Square Hole" illustrates the ways in which the mental health care system is largely unable to deal with the complexities of people's lives. People often have to seek services and supports from a variety of places rather than being able to have a range of needs met within all services. In what follows, we detail both the findings from our scoping review and from the World Café noting those of relevance to our contention that an intersectional social justice framework is needed for mental health system transformation.
The Findings Recovery in the literature: The scoping review
In order to surface literature that might tell us something about the intersections between social and structural inequities in their relation to recovery, a scoping review of the literature was conducted. The literature reviewed was from 1980 onward and was from Canada, the United States, the United Kingdom, Australia, or New Zealand. Using purposive sampling and a search of social science databases, both peer-reviewed and grey literature (e.g., non-published reports and project descriptions) was reviewed in order to identify current models and frameworks for mental health recovery. Attention was paid to whether, and to what degree, existing literature addressed social and structural inequities in mental health and the degree to which the development, application and evaluation of recovery models are professionally versus experientially driven (weisser, .
Emerging from the literature review were several broad themes, including: the concept of recovery as potentially oppressive or harmful; the usefulness (or lack thereof) of the term recovery; the concept of second class citizenship for people diagnosed with mental illness; recovery as a cornerstone of mental health system transformation; and the need for a framework that makes use of the social determinants of health and/or the social model of disability. Finally, there is an emerging conversation about social justice in mental health.
There are two different schools of thought in the current literature about why the concept of recovery may be harmful. The first is the idea that recovery offers a false sense of hope, that it implies a return to the pre-illness self, and is therefore misleading (whitwell, 1999) . Peyser (2001) argues that recovery is not possible for those who are extremely mentally ill, and that concepts such as empowerment cannot help those who are completely held hostage by their "illnesses." According to Peyser, people who "lack insight" are simply unable to effectively use the tenets of recovery (2001) . In contrast to this viewpoint are those who accuse recovery of being either a passing trend or a cash grab-a way to download responsibility from the state to the service user (Davidson, O'Connell, Tondora, Styron, & Kangas, 2006; Dickerson, 2006; ridgway, 2001) . That is to say, the imperative to recover is viewed simply as an extension of the neo-liberal agenda (Morrow, in press) and a call for citizen productivity (Myers, 2010) . This literature, from two different philosophical positions, raises questions about the usefulness of the concept of recovery-some authors, for example, suggest that recovery cannot be realized in the context of discrimination (Myers, 2010) , while others feel that the concept is inadequate in the context of the medical realities of mental illness (Peyser, 2001; whitwell, 1999) . Myers (2010) also discusses the concept of the mental health service user as "second class citizen," one to whom much-needed cultural capital is denied (p.300). He speaks specifically of those who are disenfranchised socially and economically to the point where the general tenets of recovery are no longer possible or available to them (Myers, 2010) . Myers' work is consistent with the many personal narratives of psychiatrized people who document the ways in which they have been oppressed and marginalized by the system (Blackbridge, 1997; Blackbridge & Gilhooly, 1985; Capponi, 1992 Capponi, , 1997 Capponi, , 2003 Fabris, 2011; Shimrat, 1997) .
Literature on mental health system transformation focuses not just on individuals but on the ways in which the system as a whole can become recovery-oriented (Adams, Daniels, & Compagni, 2009; Friedli, 2009; Mental Health Commission of Canada, 2009; O'Hagan, 2004; Piat & Subetti, 2009) . Although this process has not yet been fully documented or empirically studied in most regions, there are some promising signs for its success. For example, New Zealand as a nation has perhaps gone the furthest in terms of moving away from individual conceptualizations of recovery towards one that views cultural (re)integration as recovery, and has applied this concept directly to system change (O'Hagan, 2004) . So, for example, with the support of its Mental Health Commission, New Zealand has had success in educating its mental health workers about culturally diverse perspectives on mental health, including recovery.
In the literature, social inequities were rarely mentioned, and where mentioned race, ethnicity, immigration, and culture were privileged above other types of inequities such as disability, age or sexual orientation. Additionally, when issues such as racism were mentioned, it was almost always in the context of the individual's struggle with racism; that is to say, racism as a structural and systemic problem was rarely discussed. Even literature that did focus on structural barriers, culturally appropriate services, or an overhaul of the mental health system (Jacobson, Farah, & The Toronto Recovery and Cultural Diversity Community of Practice, 2010; O'Hagan, 2004) , did not go so far as to address the overlapping and intersectional nature of oppression in mental health or the complex relationship between social inequities and recovery.
For example, some excellent Canadian work has been done which focuses in on the cultural relevance of the concept of recovery. Jacobson, et al., (2010) identify a "Culturally-responsive Model of recovery" (p.19) which places the individual in context (family, community, geography, culture, oppression/ privilege, social determinants of health, history, etc.) but their analysis discusses each form of oppression separately rather than as interlocking. Almost all of the literature tends to address one aspect of social inequity at a time in its relationship to recovery. So for example, O'Brien and Fullagar (2008) , address gender; Myers (2010) , addresses class; Lapsley, Nikora, and Black (2002) , Jones, Hardiman, and Carpenter (2007) , Ida (2007) , and Armour, Bradshaw, and roseborough (2009) all address culture; and Daley (2010) , addresses sexual orientation. Thus, the recovery literature mimics what is found in the mental health literature more generally, that is to say that the literature tends to treat social processes as variables that can be used as discrete categories of analysis. The literature also tends to privilege certain categories over others (e.g., gender and culture are privileged over sexual orientation) (rossiter & Morrow, 2011) . Despite this there is some evidence, as discussed earlier, of an emergent literature which addresses rights and social justice as components of recovery (Mental Health "recovery" Study working Group, 2009; repper, 2011) .
The World Café
In this section we discuss the themes emerging from the World Café that focused on intersectional issues such as: power and control in mental health; social and structural inequities; the co-optation of peer workers in mental health; and social justice.
Social and structural inequities: Addressing power and control.
I don't see the connection between recovery and the mandates of mental health teams. It's kind of like a self-fulfilling prophecy, because if the mental illness must be "serious and persistent" in order to get funding, how can a person "recover" from it? (World Café participant)
The system has been very limited in the way it understands mental health.
Recovery goes beyond the medical model, in that it includes the medical model but it can include much more. It [recovery] is more holistic and goes away from the reductionist understanding of mental health. (World Café participant)
The quotes above reflect a common theme emerging from the World Café, that is, that people who are entrenched in the mental health system often have very little control over their own lives, which necessarily makes recovering difficult or impossible. Participants noted often that the mental health care system and associated support systems are designed to perpetuate themselves, by upholding people's dependence upon them. Many participants, for example, spoke about the ways in which the mental health system rewards pathology, and how it is oriented towards crisis rather than prevention, leaving those to fall through the cracks who are more stable but still need help. Participants felt that if there were adequate treatment resources available to everyone who needed them, people might feel freer to get better, as they would not be worried about the possibility of losing their support systems and access to treatment. In this vein, numerous examples of the ways in which policies and bureaucratic practices work against recovery were discussed, with a focus on poverty, disability benefits, service mandates, and resource constraints.
Thus, by using local examples, participants illustrated the ways in which social assistance and disability benefits are set up so as to trap people in cycles of dependence and poverty, rather than assisting them to move forward with their lives when they are ready and able to do so. For example, the prohibition against accumulation of assets when on disability benefits or income assistance, and restrictions related to the amount one can earn in paid work while on benefits, were cited as formidable barriers in terms of people being able to improve their financial situations and also as a discouragement from seeking employment. This combined with substantial barriers to employment (lack of workplace accommodations for mental health disabilities, discrimination, etc.,) form insurmountable obstacles.
Several issues related to service mandates and resource constraints were raised during the World Café. It was noted that some people are excluded from receiving much-needed treatment because they do not fall into the increasingly crisis-oriented mandates that organizations must follow. Similarly, world Café participants noted that the disconnect between different services/sectors can negatively impact recovery; for example, a 30 day in-patient hospital stay can result in a loss of housing, which can impact a person's ability to get well.
The corporatization of peers
At the World Café we found that participants were extremely interested in discussing how people with lived experience might play more meaningful roles in policy development and peer support positions. The World Café participants focused their discussion on those who work in mental health, such as peer support workers and facilitators, peer specialists, peer researchers, advocates, consultants, and board members. The discussion centred around ways in which these roles could move beyond tokenism and instead involve the full integration of peers into the mental health system, in a way that is meaningful both to them and to the people they are supporting.
Historically, peer support workers within mental health have been poorly compensated and typically hired on short term contracts 3 . Many peers are being integrated into pre-existing bureaucratic structures; however, problems exist in terms of genuine integration. Many of these problems have to do with the system itself, and the ways in which these structures and their practices may not always be comfortable for all peers.
In relation to this, one participant in the World Café coined the phrase "the corporatization of peers," and another the "loss of peerness," to describe how the peer role has been co-opted by professionalism over time, descriptions which were eagerly taken up by many others at the table. These terms were used to describe both the subtle, and not so subtle, ways in which peer support workers who are part of mental health teams or who work in hospitals are encouraged to act "normal," professional, or well socialized-thus losing the very essence of what makes them peers in the first place. Many participants argued that this need to appear professional creates distance between the peer support worker and the person they are supporting. Additionally, many peer support workers are expected to uphold the values of the medical model, regardless of whether they or the person they are supporting agree with this model.
A social justice approach to mental health
In the World Café discussions, participants raised the idea of a social justice approach to mental health. Specifically, this conversation was tied to discussions of the ways in which psychiatrized people were viewed by society and discriminated against. So, for example, participants wanted society to become more accepting of the full expression of the human condition and experience, rather than viewing people solely through a biomedical lens which some felt unduly pathologized people. Further, some participants pointed out the fact that social expectations of mental health get taken up in conceptualizations of recovery, creating standards about what a recovering person should look and act like. Among other comments were discussions about the role of the pharmaceutical industry in propping up narrow biomedical definitions of mental health, and a call for more expansive ideas about what constitutes knowledge about mental health, with a focus on the role of lived experience.
Despite widespread enthusiasm at the World Café for frameworks of recovery that were rooted in notions of social justice, it was our observation that participants often struggled with framing recovery in terms of social and structural inequities. Although social justice was named, there was a tendency for people to revert back to more individualistic framings of recovery, or to discussions about specific barriers in the system, rather than to understand these barriers as structurally produced and differentially experienced. The one exception was that participants were able to articulate how individual notions of recovery may not resonate with people from non-dominant, ethno-racial groups. For example, some cultures value collectivity over individuality, or inter-dependence over independence, as well as hold a place for unique behaviors in a way that contemporary western society does not. In these instances culture was still viewed more as an individual attribute and discussions of how systemic racism and/or ethnocentrism might be at play in the mental health system were not raised . Thus, participants themselves were so embedded in the current mental health system and its discursive practices that they appeared to struggle to move away from individualistic framings, even as they began to name forms of discrimination such as racism, sexism and-importantly-sanism, in relation to recovery. This is not surprising given how few spaces currently exist to discuss the social and structural aspects of mental health. Further, we observed that even in the context of our World Café the discussion became polarized between the role of the biomedical and the role of the social in mental health, and around the needs and concerns of different "stakeholders." The latter was most obvious with respect to debate about the role of families, especially with respect to making treatment choices on behalf of their family members. As a way of untangling these tensions and challenges we suggest that one method of framing recovery is to attend to social and structural inequities through the lens of intersectionality . Intersectionality, for example, would allow the power dynamics in families to be explored, and would surface the ways in which loss of rights for people diagnosed with mental illness are a part of those dynamics that cannot be ignored or eclipsed by discourses of care and treatment. In general, using the framework of intersectionality allows a way out of polarizing the biomedical and the social, by revealing that people's "mental illness symptoms" might be linked or produced in simultaneous ways with conditions of poverty, homelessness, and other forms of inequity (weber, 2006) . Intersectionality also allows for an analysis of the ways in which power is at play in the mental health care system. The driving force behind this viewpoint is "the pursuit of social justice" (Weber, 2006) . In summary, our findings suggest that service providers and users in the mental health care system struggle to resist the idea of recovery as a personal journey, but are often thwarted in these attempts due to the systematization of biomedicalism. The authority of biomedicalism works to undermine broader social and structural understandings of recovery. It also reflects a sanist ethic in its treatment of people in the mental health system and of the peers who are trying to support them.
An Intersectional Social Justice Framework for Mental Health recovery
In our view to answer the World Café question, "what would it take to transform the mental health care system and does recovery have a role in this transformation?', a reformulation of recovery as embedded in particular social and structural contexts which foreground an intersectional social justice approach is required. The components of such an approach are as follows:
• recognize and address the ways in which active discrimination against people diagnosed with mental illness is systemic, and the ways in which this is compounded by other experiences of oppression (e.g., sexism, racism, ethnocentrism, ageism, classism, heterosexism). Thus, sanism must be understood as a key critical analytic lens for understanding mental distress.
• Psychiatric survivors must be at the forefront in leading the re-invigoration of recovery as it was originally characterized by the psychiatric survivor movement, and in so doing, develop new structures and ways of organizing the mental health care system so that "peerness" can be retained.
• rebalance the mental health care system to address both the biomedical and social needs of people. Specifically, we need to:
1. Enact changes to the social welfare system that would allow for people to break the cycles of poverty and dependence. This would include: i) raising the rates for social assistance and disability benefits to bring them in line with the cost of living; ii) allowing people on disability benefits to hold assets and have asset accumulation; iii) allowing people more flexibility to go on and off disability benefits.
2.
Challenge biomedicalism and open up a discursive space for discussion about mental illness that does not preclude the biomedical, but that allows for a wider range of understandings and approaches.
As Canada moves towards adopting a recovery framework for mental health it will be critically important for regions and communities to actively engage in "recovery dialogues" and to support the active leadership of psychiatric survivors in this process. In this way we can begin to re-capture the roots of recovery in claiming the humanity of psychiatrized people, expose the abuses of psychiatry, and prove that people whose lives are marked by distress can continue to live full and meaningful lives with dignity. It is clear from our work that active discrimination against people with mental illness is systemic, that sanism continues without being questioned and that much work needs to be done in order to incorporate a social and structural analysis of mental health and recovery into the current mental health care system.
Further, recovery without a full recognition of the current social and political context which has eroded social welfare supports will be impotent to foster real systemic change. Thus, mental health providers, advocates and decision makers must strongly resist further trends toward biomedicalism. This does not mean a rejection of the role of biology in mental health, but rather, recognition that the biological occurs within a social context that involves interlocking forms of oppression which impact mental health and erode social justice. only if these conditions are met can we truly seize the political moment for re-invigorating, and we would argue, re-inventing recovery.
Notes

